he should candidly say that he was much in the same position as he was in before either communication was read. He still believed that there was a combination of forces at work in the pelvis in resisting any downward pressure on the uterus and maintaining it in its normal relation to the other viscera. The chief of these, no doubt, were the pelvic fascia and the levator ani. Nothing had been advanced which to his mind showed that either had the sole share in supporting the uterus. In regard to the perineum, it should be remembered that a perineum might appear untorn and the integument be intact and still the sphincter and levator be partially lacerated, and a concealed lesion of the levator ani exist. Much depended on the extent of the lesion. The principle of Noble's operation for repair of such partial lesions, as that of Kelly for relaxation of the vaginal outlet, was the fixing of the posterior vaginal wall to the anterior border of the levator border and securing fascial union in the middle line. When thle levator ani was thus restored it fulfilILd one of its functions-the closure of the vagina-thus assisting in the support from below given by the pelvic floor. The levator ani resisted down strain, as Dr. Paramore rightly maintained, but so did the pelvic fascia, and Dr. Paramore himself showed that he acknowledged this when he spoke of the effect of such strain on " the unprotected visceral connective tissue," which he said was the beginning of prolapse. He (Dr. Macnaughton Jones) preferred to believe with Halban and Tandler that the end was secured by the harmonizing co6peration of "all the factors which assist in making up the fixation apparatus." It was universally acknowledged that the suspension structures in the vault of the pelvis had but little power to prevent prolapse; still, they played a certain part, and clinical experience, as well as the results of operations on those suspensory structures, proved this. The views he expressed were those almost universally held on the Continent. It also was the very latest expression of American opinion as taught in 1907 in Kelly and Noble's " Gynaecology and Abdominal Surgery," in their description of the natural supports of the pelvic contents: "The chief structures contained in the pelvic floor which give support to the pelvic contents are the levator ani muscles and the deep pelvic fascia (triangular ligament), with its prolongation the vesicorectal fascia." The pelvic fasci v were sufficient for ordinary support; it was under extraordinary conditions of strain or otherwise that the levator ani muscles were brought into use. It seemed to him (Dr. Macnaughton Jones) that Goethe's lines well applied to the pelvic supports in the functions they fulfilled:-Each on each in turn depending, Each to each its being lending, While each is giving on to each, And each relieving each.
Dr. INGLIS PARSONS could not agree that the uterus was maintained in its position. by the intra-abdominal pressure, with or without the pelvic floor. They all knew that intra-abdominal pressure was the chief cause of inguinal, femoral, and umbilical herniai. How could they accept the view that this pressure, which forced intestine out of the peritoneal cavity, should exert a selective action on the uterus and do exactly the opposite by holding it in ? So -far from the intra-abdominal pressure holding up the uterus, it did exactly the reverse and forced it down, and was, in fact, the chief cause of prolapsus. The other chief factor, according to Dr. Paramore, in holding up the uterus was the pelvic floor. How did he account for those cases where the pelvic floor was ruptured completely and yet the uterus did not come down ? He had just operated on a case of this kind in a stout woman, who had been going about for fifteen years without any sign of prolapse, although the pelvic floor was torn through into the rectum. Further than this, complete procidentia sometimes occurred in virgins with an intact pelvic floor, so that the pelvic floor, when at its best, did not always prevent prolapse, and when it failed to act, through rupture, it did not always bring on prolapse. Prolapse did sometimes follow rupture of the perineum and sometimes did not. The only explanation of this phenomenon was that the ligaments in some women were strong enough to keep up the uterus without assistance, whereas in other cases the ligaments were weaker and could not stand alone, but required the help of the pelvic floor. One of the speakers had suggested that the atmospheric pressure kept up the uterus to some extent. If there were a vacuum in the abdominal cavity this might be possible, but there was no vacuum; if there were, a woman would have to sustain a pressure of half a ton on the abdominal wall; besides, the cavity communicated with the external air through the Fallopian tube. As the pressure of the atmosphere was equal in all directions, it could have no effect, above or below, in keeping the uterus in position. Without being an egoist he might point to the results of his own operation of injecting the broad ligaments, so as to increase the strength of the utero-pelvic band. He had now done 150 cases, while other doctors in different parts of the world had also succeeded with the same operation in a large number of cases. This demonstrated that the uterus could be kept up by even one ligament if it were strong enough. At the same time repair of the pelvic floor did undoubtedly help matters, but was not necessary to success in all cases. It had been stated that Mackenrodt first described the ligamentum transversalis colli in 1895. This was not true. In 1882 Dr. Henry Savage, of the Samaritan Hospital, published his book on "The Surgical Anatomy of the Female Pelvic Organs," and stated (p. 69) "that after division of the utero-sacral ligaments, obstruction to prolapse is offered by the subperitoneal cellular tissue, particularly where it surrounds and accompanies the uterine blood-vessels." Again, on p. 26: "The utero-iliac cellular process accompanies the uterine vessels, forming a resisting fibro-cellular bond between the uterus and the sacro-iliac articulation." This ligament ought to be called Savage's ligament and not Mackenroct's. It was on these observations by Savage and others that his (Dr. Parsons's) operation for repair of the utero-pelvic band was based. Dr. Clarence Webster also, in 1892, three years before Mackenrodt, stated in his book "On Researches in Female Pelvic Anatomy," p. 87, that the chief attachment of the uterus was the "connective tissue attaching the cervix to the side walls of the pelvis and also the muscular and elastic tissue in the same position." In conclusion, he would say, first, that the chief factor in supporting the uterus was the connective tissue with elastic and muscular fibres passing from the uterus in various directions to the walls of the pelvis, first described by Savage; second, that the pelvic floor also helped indirectly to keep up the uterus by preventing prolapse of the vagina; third, that intraabdominal pressure did not keep up the uterus, but was the chief factor in causing prolapse.
Dr. GRIFFITH complimented Dr. Paramore on the value of his paper, which had drawn anatomists to take part in a discussion which, if of value to them, was of great value to the gynacologists. At that late hour he would not occupy the time of the meeting with several points he would like to have raised. He would like to have placed before the anatomists two problems which had not been discussed that evening. Most members had talked of prolapse of the uterus, but the common prolapse was a prolapse of the anterior vaginal wall with a hernia of the adjacent portion of the bladder, often without any considerable prolapse of the uterus. What was the explanation of this ? Secondly, it was usual in cases of considerable prolapse of the uterus to find the cervix, enveloped in the inverted vagina, protruding from the vulva. On measuring the length of the uterine cavity in this condition it was found elongated to as much as 5 in. or more. Within a few minutes of replacing the uterus it had shrunk down to about 3 in. This elongation was confined to the cervix, was due to stretching, and was impossible to attribute to pressure from above. What was its mechanism? There must be something to hold the body of the uterus firmly enough to resist the considerable tension which must exist to produce such stretching of so tough a structure. Dr. Griffith's view of the levator ani was that it was an auxiliary means for the support of the pelvic organs, put into action to resist special strains, while the general pelvic fascia, which formed a continuous sheet, varying in density in certain positions, was the chief support against ordinary conditions of pressure. He also thought that the levatores ani muscles might even facilitate prolapse when their lines of junction were torn through, their contraction helping to produce gaping of the enlarged orifice. It was quite clear that in women, as in men, the supports of the pelvic viscera were perfectly adequate to resist very great strain. As an example, he had seen in Ireland and Scotland young girls and women lifting and carrying heavy loads of peats which he himself had found difficult to lift from the ground, and he understood from medical men in practice in those districts that prolapse was not known among the nulliparous women. The injuries produced by childbirth were the great determining cause of prolapse. He divided all cases of prolapse into two groups: the common one, in parous women-this he termed ordinary cases of prolapse; a very small group in non-parous women-these he termed the extraordinary cases. He agreed with one of the speakers that occasionally cases of complete rupture of the perineum and sphincter ani of long standing were met with without there being any prolapse whatever; but it was quite clear that extensive ruptures undoubtedly facilitated prolapse. His experience did not lead him to agree with Dr. Hastings Tweedy that laceration of the cervix was an important cause., It appeared to him that it was merely a common phenomenon in parous women, and therefore common in cases of prolapse.
